1. I appreciate the efforts of providing propensity score matched analysis, but the matching data should be presented and the methodology used clearly described. Indeed, propensity score matching may partly fail and residual differences may impact results. I would suggest to present data before and after propensity score matching. 2. The Authors recognize the limitation related to the lack of informations about the type of intervention(s) included in the HHC. In my opinion this is a critical issue: in summary what we learn from this study is that HHC may improve vulnerability at 90 days, but we can not explain what kind of intervention is needed to obtain this result. I think this limitation should be further emphasized. 3. Patients excluded from the study should be described and eventually selection bias acknowledged. 4. Data should be checked for consistency throughout the manuscript. For example, on page 4 "...94% at 30 days and 97% at 90 days", while on page 7 "...97% at 30 days and 94% at 90 days"; on page 11 "N=843", while you refer to N=834 in the remaining sections.
As a minor remark, I would suggest to expicitate into the title that the Authors refer to patients with cardiovascular diseases.
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GENERAL COMMENTS
The purpose of this paper is to assess whether a home health intervention decreases post-hospitalization vulnerability among cardiac patients. The topic is an important one as health systems seek to understand how best to reduce readmissions. My major concern with this paper has to do with the lack of randomization to the HHC and non HHC groups. As outlined in the paper, individuals who received HHC were identified by hospital personnel as needing skilled nursing therapy. That is, the intervention group has a greater need for the services compared to the intervention group (as shown in Table1). I recognize that the investigators used propensity score matching to address the sociodemographic and clinical confounders and therefore the groups appear similar at baseline. However, a RCT would have been the best approach and this limitation should be noted.
Related to the point above, I am confused by the statement on page 13 …..HHC seemed to have a positive effect on facilitating post-discharge in patients who reported more vulnerability prior to hospital admission (first paragraph). This is followed up in the second paragraph where you acknowledge that HHC patients were more vulnerable. Given that the propensity scores matching aligned the two groups at baseline, can you in fact say that the HHC group is now more vulnerable? To make this conclusion would you need to rely on the findings from the full model -which only shows a worsening in vulnerability at 30 days for the HHC group.
VERSION 1 -AUTHOR RESPONSE

REVIEWER 1
Reviewer Name: Andrea Corsonello Institution and Country: Italian National Research Center on Aging (INRCA), Italy
Please state any competing interests or state 'None declared': None declared This is an interesting paper investigating the impact of HHC referral on vulnerability among older patients with cardiovascular diseases discharged from hospital. Although interesting, I have some major concerns with this paper:
I appreciate the efforts of providing propensity score matched analysis, but the matching data should be presented and the methodology used clearly described. Indeed, propensity score matching may partly fail and residual differences may impact results. I would suggest to present data before and after propensity score matching.
Response: Thank you for pointing out the importance of comparing the propensity score-matched sample with the full sample. In fact, both the entire sample (before propensity score matching) and the matched sample (pairs matched with propensity score) were used in analysis.
1) Line 113 to 117; We explained the methodology of propensity score matching. Due to the word limit, this description was kept brief.
2) Line 109 Response: This is an important point.
Form line 286 to line 296, we discussed the limitation of not having specific information about HHC services/interventions that were received by these patients.
Line 293-296: Based on this, we suggested direction for future research (i.e., by employing the randomized control trial design and collecting specific information on HHC visit intensity for each specific discipline -skilled nursing, physical therapy, occupational therapy, and home health aide assistance).
Patients excluded from the study should be described and eventually selection bias acknowledged.
Response: 1) Figure 1 listed the reasons of exclusion and number of patients excluded for each reason.
2) Line 304-311: We did not have detailed information about patients who were excluded from the original study, as they were not enrolled. However, we compared the rate of vulnerability among patients in this study (subsample of the original study) with that among the patients in the original study; the rates of vulnerability in this study (40.3% in non-HHC group to 66.9% in HHC group) were comparable to that in the original study (54%), so were sample characteristics. Selection bias was acknowledged in limitations.
Data should be checked for consistency throughout the manuscript. For example, on page 4 "...94% at 30 days and 97% at 90 days", while on page 7 "...97% at 30 days and 94% at 90 days"; on page 11 "N=843", while you refer to N=834 in the remaining sections.
Response: We checked the numbers throughout the manuscript and made sure that all numbers are consistent.
Response: Revised as such. The current title is "A Changes in vulnerability among older cardiovascular patients in the first 90 days after hospital discharge: Role of home health referral". The purpose of this paper is to assess whether a home health intervention decreases posthospitalization vulnerability among cardiac patients. The topic is an important one as health systems seek to understand how best to reduce readmissions. My major concern with this paper has to do with the lack of randomization to the HHC and non HHC groups. As outlined in the paper, individuals who received HHC were identified by hospital personnel as needing skilled nursing therapy. That is, the intervention group has a greater need for the services compared to the intervention group (as shown in Table1) . I recognize that the investigators used propensity score matching to address the sociodemographic and clinical confounders and therefore the groups appear similar at baseline. However, a RCT would have been the best approach and this limitation should be noted.
Response: Thank you for the suggestion. In limitations (line 293-296), we acknowledged that the use of randomized control trials should be considered for future studies that aim to examine the role of HHC interventions on post-discharge vulnerability and functional changes.
Response: We acknowledged that the wording in our previous submission may have caused some confusion, and have revised for better clarity. Table 4 (full model), HHC referral was related to more increase in vulnerability (i.e., worsening, p<0.001) in the first 30 days and more decrease in vulnerability (i.e., improvement; p=0.059 [borderline]).
1) As shown in
2) Line 233-252: We discussed how the variance in timing (line 236-240) and amount (intensity; line 241-252) of HHC services could have explained the results -HHC referred patients seemed to do worse in the first 30 days but better in the following 60 days.
3) In the Abstract, first paragraph in discussion, and conclusion, we have emphasized the importance of timing of HHC effects on vulnerability changes and called attention to the difference between vulnerability changes in the first 30 days versus those in the following 60 days. HHC seemed to facilitated vulnerability improvement from 30 to 90 days after hospital discharge.
